IN THE MATTER OF * BEFORE THE MARYLAND

DONALD PARKER, D.D.S. * STATE BOARD OF
Respondent * DENTAL EXAMINERS
License Number: 4871 * Casé Number: 2007&42"
* * * * * * * ok * * 'k ' % *
CONSENT ORDER

The Maryland State Board of Dental Examiners (the “Board”) on January 8, 2010
charged DONALD PARKER, D.D.S. (the “Respondent”), D.O.B. 05/19/41, License
Number 4871, under the Maryland Dentistry Act (the “Act”), Md. Code Ann., Heaith
Occupations (“Health Occ.”) §§ 4-101 ef seq. (2009 Repl. Vol). The pertinent
provisions of the Act and those under which these Charges are based are as follows:

Health Occ. § 4-315 Denials, reprimands, probations, suspensions, and:
revocations—Grounds.

{a) License to practice dentistry. — Subject to the hearing provisions of § 4-318 of
this subtitle, the Board may deny a general license to practice dentistry, a limited
license to practice dentistry, or a teacher's license to practice dentistry to any
appiicant, reprimand any licensed dentist, place any licensed dentist on
probation, or suspend or revoke the license of any licensed dentist, if the
applicant or licensee: o

(6)  Practices dentistry in a professionally incompetent mannerorina’
grossly incompetent manner].]

. In February 2010, the Office of the Attorney General, by and through Tracee
Orlove Fruman, Assistant Attorney Géneral, and the Respondent, by and through his
attorney, Catherine A. Hanrahan, Esquire, entered into negotiations in an attempt to
resolve the charges against the Respondent without the need for an evidentiary

hearing. As a result of those negotiations, the Respondent agreed to enter into this



Consent Order consisting of Procedural Background, Findings of Fact, and Order, with

the terms and conditions set forth below.

PROGEDURAL HISTORY

2000 Consent Order

1. By letter dated January 5, 2000, the Board notified the Respondent that
he ﬁas not in ccimbliance with the Centers for Disease Control (“CDC") guidelines on
universal precautions, in violation of Health Occ. § 4~3'_25(a)(25) Except 'in aﬁ
e:ﬁergency. Iifé—threatening situation where it is not feasible or lpracticable, fails to
| comply with the Centers for Disease Control guideiines on universal precautions. ‘

- 2. The -Board alleged that the Respondent, infer alia, failed to spore fest the
ofﬁce autoclave, failed to disinfect contaminated surfaces andfor remove protective
barriers be’twéen patients, arid failed to wash hands as required. In addition, the Board
alleged that the Respondent’s office lab, where prostheses and prosthodontic materials
were kept was unclean and showed evidence of roach infestation.

3. On or about May 17, 2000_, the Board and ;;:e Respong_%gﬁ entered into-a
Consent Order (“2000 Consent Order’) to resolve the charge“égk;ainst the Respondent
that he was not in compliance with the CDC guidelines on universal precautions.

4. | The 2000 Consent Order found that the respondent violated ;-ieaith Occe. §
4-315(a)(28) and ordered that the Respondent abide by certain terms and conditions.
Specifically, the Respondént was ordered fo retain a consultant to evaluate his office
and train the Respondent on fhe jmplementation of CDC guidelines in his dental
| pra'ct'ice; complete a-VB:oard-appréved continuing education course in CDG guidelines;

and allow for unannounced CDC inspections of his d_én’cal bractice by the Boagq:-



. 5. The penalty for faifing to comply with the 2000- Consent Order was
- suspension of the Respondent’s dental license.
. 8. The 2000 Consent Order was terminated on July 5, 2001 after the

e

Réspondent fully complied with its requiréments.

2005 Summary Suspension, Consent Order and Order for Remstatement
and Order of Probation :

7. . Oﬁ' or about July 11, 2005, the Board summanly suspended the
' Respondent’s license to practice dentistry in- Maryland
- 8. The summary suspension was based upon a complaint that alleged that '
thg Reépéndent _used. uhusfgrile instruments and did not wear ‘gfoves during treatment.
The cqmblaint also alleged that thé Respondent's office ‘did- not have running water and
_’g‘he; "Tinse b,oyv!“ was_rusty. o
9. Thg Bbard conducted an investigation and unannotunced. inspection of the
Resppr;dént’_s office which re\;eaied, inter élia, the use of cc;ntaminated instruments fo;j
patient care, failure to spore fest .a_utoc_layes, crossv-contaminatiqp of surfac::es.r
eq-ui‘pmenlt. and instruments,-'little to no running water, andjailufza' %ﬁto use persoﬁal
prote_ctiv'é equipment.
10. By an Order Continuing 'S'ummary Suspension dated August»\s, 2005, the
summéry susperision of the Resbéndént's license was éontinu_e&. . '
" 41 Onor ébout‘Sébtember 5, 2005, the Board éhd-the Respondent eritered
into a 'Ccnseht_ Order. ("2005 Consent Or;d,er"). The 2005 Gorisent _Order found ’zﬁat the
respondent violated Health Occ §4- 315(&)(6) (16}, and (28).
12; Pursuant to the 2005 Consent Order, the Respondent's Ixcense was

- .,

stispéﬁdéd. for a pe‘riod of six months beginning Ju!y 11, 2005, and the suspensmn‘was



stayed on Nove-fnber 3, 2005 subject: tb certéin conditions. The Respondent was
ordered to refain a Boa'rd‘-appnlaved consultant tc'; evaluate his office and train the
Respondent and his employees on the 1mpiementa‘aon of CDC guidelines in his dental
practice and repair the water lines in each operatory. Upon reinstatement, the
Re’spondent’s- license would be placed on probation for a period of three years with
condition's.l | |

13;. Ey an Order for Reinstafement ane'i.Orc‘ie'r of Probation dated November
25, 2005, the Respondent’s license was reins_tatéd and he was placed on probation for
a. period ‘of three vears with conditioné including but not limited to having his practice
observed by a consultant, a minimum of four unannounced mspec’uons per year by the
consu[tant and random unannounced lnspecttons by the Board and/or the cortsultant

14. The Respondent fully compieted the requare_ments of the Order of
Probation, .and by an order dated December 17, 2008, the- Respondent’s license was
restored without restrictions or conditions. |

FINDINGS OF FACT e

The Board bases its charges on the following facts that .’d.fme Board has cause fo
believe are true: |

15. At all times rellevant to these charges, the Respondenf\wa:s and is
licensed to practice dentistry in the .S;[ate of"Ma'ryIaﬁd, having been issued license
number 4871.

16. At all times relevant ta tﬁese chargjés the Respo‘ndent maintained an

office for general dentistry located at 5443 Park Helghts Avenue Baltlmore Maryland

21228 | - ' -



Patient A

‘f 7. On or about March 21, 2007, the Board received a copy of a health care
claim that had‘ been. filed with the Director of thé Health Care Alternative Dispute
Resolution Office alleging negligent medical and/or dental care'against several health
care providers, including the Respondent.

18.. The Board opened an inv_esﬁgation into this matter.

19.  The claim aileged that on March 2, 2004, the claimant ("Patient A"), a 40
year-old femalé, presented to the office of Dr. A complaining of a faéia’l abscess or cyst
on the right side of her chin. Dr. A diagnosed Patient A with a draining sinus with
intermittent abscess formation, secondary to a necrotic tooth root. Dr. A placed Patient
A on antibio‘ti;:s and referred her to her dentist, the Respondent_, for extraction of the
necrotic footh.

20.  On the same day, Patient A presented fo the Respondent's office. On her
-patien{ registration form, the Respondent stated that the purpose of the appoiniment
was "néeds to have a tooth removed.”

21. A review of Patient A's record revealed that the Respondent performed an
exam, extracted teeth ##28, 29, and 30 and placed sutures.

22, According to the Respdn‘dent’s. n’btes; the Réspondent did not take
radiographé of Patient A to determine the extent of the lesion and what teeth were
involved 'prior to extracting her teeth. Further, the Respondent failed to document any
diagndsis,'ﬁndings or observatibns', such as probing depths, 'mobility, swellings, general

ap;:;earénce of patient, odors from swelling or drainage, temperature, sensitivity, pulp

' To protect confidentiality, the names of patients and health care providers other than the Respondent
are not used in this charging document. The Respondent may obtain a listing of the names from the
Administrative Prosecutor.



testing or percussion. In addition, the Respondent failed to document the type and
amount. of anesthetic used, if any, for the tooth eﬁractions. The Respondent also failed
fo document a dlagn05is to support the extract:on of Patient A's teeth.
.23, Further Patient A’s file does not coniain an appropna’ze wr;tten znformed
consent authorizing the extractlon of her teeth, nor did the Respandent document that
he had obtained mappropriate verbal consent from Patient A. There are no notations in
Patient A's files régéfding any discussion of alternativg' treatment options.
24, Based uporlx the Réspo'nden‘t’s lack of documentation, there is no evidence
that the treatment rendered was clinically indicated.

25. Patient A retumned to the Responclent"s ofﬂce on March 26, 2004. The
Respondent documented "observation next visit Panorex (x~ray) Due | to the
Respondent‘s 1nadequate documentation, ;t is unclear why the Respondent would need
to také a panoramic radsograph of Patient A at a future visit. The Respondent failed to
document suture removal, healing, or whether there was ény change with respect to

rzmar

Patient A's swelling. - ' L=

Fow

¥

26. - Theré is no documentation in Patient A's file that?hé Respondent refefred
Patient A to an oral surgeon. _ | |

27. Patient A pontinued to experience pain and swé!ling over '\fhee-foliowing
months and treétmenté prescribed by variousiphysicians did not resolve her symptoms.
On May 27, 20(55 an MR indicated osteomyelitis of the right mandible.

28. On August 19, 2005, Patient A underwent a surglcai procedure in which
the. osteomyelmc mandible bone was “excised and her mand[ble was reconstructed

using her right fibula bone Patlent A was dlscharged toa rehabliitation center because

v



the bone excisions from her jaw and fibula ré_ncfered her unable to-ea:t normally and
uﬁable- td:waik: F?ati_e-nt A remained in a rehabilitation center QnﬁiOé:tober 8, 20086,

.29,  As part of the.Board‘s iﬁvestigation, the Board reviewed five addi’ti?na!
pataent recerds (“Pat:ents B,C,D,E and F'). ’

, PatrentB

30.  On May 15, 2008, Patient B, a 24-year-old female, presented to the
Responden’z io have a tooth pulled. ' .

.31. In Patient B’s file, the Respondent noted “homé care poor, chief complaint -
pain, neéd ext., need peri [and] prophy.”

32. During that visit, the Responderit performed an examination, extracted
teeth ##3 and 28 and. put in three sutures. The Respondent: documented the type and
quan’uty of anesthema used and that he pmvzded home care’ mstruc:tions to Patlent B.

33. The Respondent ‘falted to document any findings or observatlons, such as
pr‘o_bing dépths, mability, swellings, genéral appearance of patient, odors from swelling
or drainage, tes;ﬁp'erature, sensitivity, .p‘ulp testing or p\;;;ms_ion. Fy'::gﬁer, there is no
documentation of a"diagno'sis to support extraction of Patien’r‘ B’\é' ’ééeth.

| 34 The Respgnﬂant documented that he took radiographs of Patient B’_é
testh. However, the -radiégraphs were cone- cut, did not show complete ;béﬁ-ariatdmy
and did not show the relatibnship'to the éinus and nerve areas. As a result, the
radiographs Were inadequaie for use as a diégnostfc and/or treatment tool to 'su;bpbrt
the treatment prov:ded by the Respandent o

?;5. Patlent B's f e does cotitain a wrstten mformed consent form entxtleci

"Authonza‘non for Dental Traatment " whlch is sagned by Patient B. The Regpondent’



signature and the date (May 15, 2008) aré ‘stamped. on the form, rather than

héndwritten. : ‘

.» 56. Bas_ed upon the Ré_spondent’s lack of documentétion and the poor qu._a.‘iity
of tl_ﬂe‘ 'rac.iiographs\,.the recpr;j fails fo support the treatment as clinically indicated.

. PatientC |

37.  Patient G, a 68-year-old male, presented to the Res_pcndéni_ on April 27,
2007 to.be fitted for a denture according to Patient C's medical and dental history. form.

38. The Respondent's notes state that he conducted an exam extracted tooth
#5 and placed two sutures. The Respondent documented the type and quantity of
ariesthesia used and that he provided home care fnstructions to Patient C.

39. The Respondent failed to dadumeﬁt any findings or.'ot.)servations, such as
probing deptl';s, mobility, swellings, ge‘nefai appearance of patient, odors from swelling
or drainage, temperature, senéitivity, pulp testing or parcussion._ Further, there is ho
dof:u%néntaﬁoﬁ of a diagriosis to support'the extractions. |

40. Patient C's file does cén_ta‘tn a written i;;;rmEd__coqg%fit- form, entitled
"Authorizafion for Denta) Treatment,” which fs'signed‘ by Pa‘tié‘n’; C. The Respondent’s
signature and the . date (April 27, 200?) are stamped on- the form, rather than
handwritten. Further, the form authonzes extraction of teeth ## 5 and 30\eV@n though
tooth #30 was not extracted until August 8, 2007 2

41. The R‘espon‘dent apparently took radiographs prior to extracting the teeth,
however, there.is no mention of the radiographs in the Re’s;;ondent's handwritteri notes.
Further, the radi()graphé are 'not-dat'edl The radiographs lack detail aﬁd thé'Uppér right

guadrant periapica@ radiograph does hot show thé cémpleté‘ root, apey of sinus.

2 The form élso Indicates that informed consent was obtained as to a lowerpartial denture.



Therefore, the radiograph is not of diagnos‘ci‘b 'quality and is an inadequété treatment
tool. |

42, The Respondent failed to docurient any discussion f‘egarding alternative
tréatmént plans. | |

43, On May 4, 2007, Patient C presented fo the Raspon‘dent for a follow-up
appointment. Aqgordiﬁg-tq Patient C’s file, the Respondent removed the sutures. The
Réspoﬁdent-ncitéﬁ, "néxt visit add -tooth. #5 to partial,” but fé'iled. to doc’:’uhjté'nt any
information about Patient C's healing. |

44.  On August 8, 2007, Patient C presented to the Respondent for “exam,
prophy” and removal of footh #30.% There is nodlagnOS!s or bbéewatioﬁs' do‘cdn%entéd
to support the extraction of tooth #30.

45, .The Respondent dc_cﬁmented the placement of ‘sutures, the type and.
guantity of anesthesia used, and that post-opéraﬁve ipstrucﬁons were given to Patient
.C'. AJSQ, the Respondent wrote, “left mésial rfoot] tip” but did not elaborate. |

46. On -March‘ 5. 2008, Pétient c presented’;; the Respgﬁdent for "‘exam,
prophy and removall of rfoof] tip #30 (mesial).” The Respon“d'ént documented that he
p_lacéd- one suture, as well as the type and quantity of anesthesia used. There is no

hS

evidence that the Respondent took radiographs to determine if any other root tips

rernained.
47 On 'Ma_rch- '1.2, 2008, the Respondent removed Patient C’s sutures, but did

not document any information regarding healing.

-

- - e : =,
* patient C also presented fo the Respondent on May- 11, 2007, Jung 22, 2007, March 19, 2008 and
 March 26, 2008. However, those visits were related to Patient C's dentures.

8



48. Based upon the Respondent’s lack of documentation, the 'poor.quaiity of
fhe radiographs taken of the upper right quadrant, and his failure to take radiographs of
the lower right guadrant, the record fails to support the treatment as clinically indicatgd.

Patient D |

49, Patient D, a §1-year-old female, presented to the Respéndent oh January
31, 2008 for the-mextraction of three teeth. Patient D's file contains a written informed
consent form, entitied "Authorization for Dental Treatment,” which is dated and signed
by Patient D and the Respondent and provides informed consent for the extraction of
- teeth ## 11, 13-and 14.

50, ° The Respondent documented “very poor home care,” but failed to
document any observations in support of tooth extraction or a diagnosis.

51. "‘i'he Respondent took fwo undated periapical radiographs but they are of
very. poor quality and are inadequate as a c!ia'gnos_.tic and/dr treatment tool. The
radiographs are Siurry, cone cut, and thw only clinical crowns. The root structure and
sinus involvement are not visible on tﬁe radiographs. Fl;rther the z;a_a%i%g'raphs do not
show any pathology because the apex is not visible. -

52. The Respondent documented that he performed an exam, extracted feeth

X

## 11, 13, and 14, placed four sutures, and the type and quantity of aneé‘th%ia used.

The Respon_der':t documented that Patient D was provided with instructions and given

Motrin 800mg.

‘53, According to Patient D's file, she did not return to the Respondent for

suture removal or for any future appointments.

10



54, Based upon .fhe Respondent’s lack of documentation and fhe pé’cr qﬁality
of the radiographs taken, there is no evidence ‘that the treatment fendered was clinically
indicated.

55." Patient E’, a 31~yeérmo}d .male, presented to the Respondent on March 7,
2008 with.a 'chief_ coﬁjp!‘aint of “ﬁ)a'in-' lower right.” The Respondent n'ote& that Patient E
had 'fa'ir'"héme...céré and “will neéﬁ 'othe;'tréétment.“ |

56, “The Respbﬁdent documented that he performed an ekafn-,' extracted tooth
#30, took one radiograph, and the type and quantity of anesthesia used. He
documented that Patient E was given Ens.tructiohs and placed on antibiotics.

57. Th_é Respondent failéd to document a_n'yh observations of diétjno‘s‘is n
subport of fhe extraction of tooth #30. | |
- 58. The rad‘i'ogr'aph adequatéj.ty shows the tooth and supperts.the extraction,
howeve.i .th.é fadiograp‘hy is irregular Er; fhat it con’éainé debris throughout the image.

59. Patient s file 'coritaihs a ‘written inf(;;‘;ied cons:ggf form,‘ entitied
"Authorfﬁétion for Dental 'Treatment,"v which is dated and sign'écj. by Patient E and the
.Résp_.ondent and provides. informed consént for the extractionr of tooth #'30.‘. However, .

N,

Patient £'s medical and dental history form is signed only by the Respondent and not by

Patient E.
" 80.  Although the tréatmén’t provided by the -Respondent is supported by the
radiograph, the Respondent’s documentationis limited and falls below the sia‘hqérd of

care.

11



Patient F
81, Patient F, a 63-year-old male, presented to the Respondent on December
8, 2007 for extraction of several teeth and a full.denture.
62. Patient F's file does contain a éilgned and dated wriﬁen informed con;ent
form authorizing the extraction of teeth ##21.through 27. However, Patient "F’s medical
and dental health form is not signed by the Respondent. -‘ |

63. The Respondent documented that he performed an exam, took three

apical radiographs and placed Patient F on antibiotics. There IS no 'docgm‘éntation‘ in

support of the Respondent’s prescnp’uon of anttbaotics for Patient F, although his
medical and dental health form indicates that he is a dsabetlc

64. - The radiographs of teeth ##22 through 26 were not of diagnostic and/or
treatment quélity because they do riot show the complete root fo_rmaﬁén and the.apex
region. In addition, the radiographs of teeth ## 21 and 27 were lc.f’:me cut, do not show
the .apex' region, and are of poor quality.” Further, the radiographs were not dated.

65. On December 12, 2007, the Re_spondent";;)cuman'teg_,gﬁ’“at he exiracted
teeth ## 21 and 27 and placed fwo sutures. The Fiespondent Ei-o;::umented the tybe and
guantity of anéStﬁesia used, and that instructions were given to Patient F. The Patient
was also instructed to continue taking the antibiotics unti the next visit, There is no
documeﬁtation to substantiate the need for antibiotics, although Patient F's medical and
dental health form indicates that he is @ diabetic. |

- 66. At Patient F's next visit on December 18, 2007, the Respondent

documented that he removed the sutures and took impressions. Patient F saw the

=

12



Respondent twice more in December:2007 for appointments related to Patienht F's

dentures. '

. 87. OnJanuary 25, 2008, thé Respondent docurﬁented that he placed Patient
F on antibictics io be é’térted one day before his next visit. However, there |s no
decumentation to indicate why aﬁtibiatics were prescribed for Patient F.

68. Onm February 1, 2008, Patient” F presented fo the Respondent for
éi(tracf;ibn of t’e&fh #9223, 24, 25 and 26. The Respondent dermented.that'ﬁe used
‘ ch‘éihﬁUOUS, plain gut sutures, as well as the type and guantity of anesthesia.

69. P_-aitient F saw the ﬁespondent for two-ad'ditiénal appointments relative to
his new deﬁti:re. |
| 70. With respect to Patiént F, the Respondén’t’s do‘cuméﬁtaﬁon tacks a written
diagnosis andl any disgussion'of whether an alternative treatment _p!én was eonsidered.

l-—“urther‘, ‘Patient F's file contains no periodontal documentation, or any notes régardihg

probings, percussion, temperature or pulp testing. It is noted that all remaining teeth

ER

adh

Q;Jeré vety mobile. .
71. | Based upon the Respondéné‘s tack of document‘;ﬁ-on and the poor, hon-
dlagnos’nc quallty of. the radiograptis, the record fails to support that the treatment
rendered was chnlcally mdlcated o I . C .
72. The Raspondents inadequate documentatson ‘failure to take radlographs
when nebessary,_ and failure to take radiographs: of diagnostic quality constitute, in
whole: 6r'in:part, pra‘cticfrig dentist'ﬁy Iﬁ a professionally incompeétent manner in violation

of Health Occ. § 4-315(2)(6).

13



CONCLUSIONS OF LAW

Based on the foregoing Findings of Fact, the Board concludes as a matter of law

that the Respondent violated the Maryland Dentistry Act, H.O. §8§ 4-315(a)(6).
ORDER

Based on the foregoing Findiﬁgs of Fact and Conclusions of Law, it is by a
majority of a guorum of the Board considering this case hereby:

ORDERED that the Respondent’s license fo practice dentistry in.the State of
Maryland is placed on PROBATION for a period of EIGHTEEN (18) MONTHS fo
com‘fnence from the date that this Order is executed by the Board, subject fo the
foflbwing terms and conditions:

1. The Respondent shall successfully complete within thirty (30) days from
the effective date of fhis Consent Order a Board-approved course or tutorial in oral
radiology;

2. The Respondent shall successfully complete within thirty (30) days from
the effective date of this Consent Order a Board-approved course or tutorial in record
keeping, focusing on documentation of patient charts;

3. The Respondent shall have a Board-approved clinical practice reviewer
{the “reviewer”) in general dentistry to monitor the Respondent's practice of dentistry as
follows:

a. The Respondent shall permit the reviewer to conduct unannounced
random chart review of at least eight (8) patient charts, chosen from
the Respondent's appointment calendar from the preceding three (3)
month period, on a quarterly basis within the first year of probation,

and once more at the conclusion of the probationary period, resulting
in a total of five (b) reviews; ‘ '

14



b.. The Respondent shallprovide the reviewer with the complete record

for each patient whose care is being reviewed, including radiographs.

- Production of the patient records to the reviewer shall be by overnight

delivery or on-site review, as détermined by the reviewer. The reviewer

~ shall focus on the Respondent’s documentation from the date when

the Respondent completes the Board approved courses or tutotials

forward. The reviewer will focus only on the Respondent’s
documentation and radiographic technique.

c. The Respondent shall ensure that the reviewer submit written reports
" {o the Beard and the Respondent within fifteen (15) days of each
feview describing thé reviewers findings with respect to the
Respondent's documentation and radiographic technique and making
recommendations for improvement; and
d. The Respondent shall comply with all written recommendations of the
reviewer or the Board.’ Failure to comply with the written
recommendations shall be deemed a viclation of the Consent Order;
and it is further
ORDERED that the Respondent shall at all times cooperate with the Board, any
of its agents. or employses, and with the reviewer, in _,ths_elmonit(')ring,"supervision, and
'in_vestigaﬁon of the Ra‘s_p'onéen-t's compliance with the terms énd_conditio’ns of this
Consent Order; and it is further
ORDERED'tha’t’ any finding by_’t_he Board-indicating that the Beés"imndént fails to
sugcessfully comélete the required courses within the fequi?ed. time pe-lfiod, fails to
submit to the. practice reviews, fails'to cooperate with the prgcﬁce reviewsr, fails to
follow the writien re_commarid'ations; of the practice reviewer or ;he Boar&, or that the
- Respondent's recortl keeping fails to meet .apr.;rbpriate standards, may constitute a
violation of this Order and may, in the Board's (:_Eiscretidn be grounds for further

disciplinary action by the Board ,éga,ims’é the Respondent; and it is further

15



ORDERED that the Respondent shall cqmpiy with and practiqe'within all statutes
artd-'.regulaﬁon;? governing the pragtice of deﬁtistry in the State of Maryland; and it is
further | | | _

'ORDERED that the Respondent shail be responsible for ajl costs incurred u;:der
this Consent Order; and it is further

ORDERED that the Respondent may petition the Board in writing, for
termination of his probationary status without further restrfctsons only if the Respondent
has satisfactorily complied with all conditions of this Consent Order, including the
expiration of the eighteen (18) month brobationary period and the Respondent has no
pending complaints before the Board and it is further

ORDERED that any violation of any of the terms of this Consent Order shail -
constitute unprofess;onai conduct in addition G any other apphcable grounds under the
Act; and it is further - : | -

ORDERED that this Order is &’ public document pursuant to Md. Sta‘se Gov't

*

Date , - . Jang s/Casper, RDH/MA., President

o2

Code Ann., §§ 10-611, et seq. (2008 Re;pl. Vol.y
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CONSENT OF DONALD PARKER, B.D.S.

, DONALD PARKER, DDS ticense No. 4871, by affixing my signature
heretc acknowledgs that:
1. | have had the opportumty fo consult with counsel, Catherine A. Hanrahan, Esq
before signing this document.

2. | am aware that } am entitled to a formal evid_e_ntiary hearing before the Board,
pursuant to Md. Health Occ. Code Arm § 4-318 t2009 Repl. Vol.) and Md. State Govt,
Code Ahn. §§ 10-201 ef seq. (2009 Repl: Vol.). ‘

3. aéknowlédge the validity of this Consent Order as if entered into after-a formal
evidentiary hearir}g‘ in which | would have had the right to- counsel, to confront
witnesses, tt;'give- t—esﬁmony, to call Witness'es on my an .behélf, and to all other
subétan‘ﬁu‘re and procedural protections provided by faw. | am:waivin;(j those procedural
and substantive protections. _ | ) |

4. } voluntarily enter ihto and_‘consent to the. foregoinngindihgs of:Fa‘lﬁct, Conclusions:
of Law énd Ord’er and agree. to abide by the terms and congfitions"?'s:?et forth herein, |
waive any right to contest the andlngs of Fact and Conclusions of Law, and | waive my
nght to a full evidentiary hearing, as sef forth above, and any right fo, appea! this
Consent Order as set forth in § 4~318 of the Act and Md. State Govt. Code Ann §§10-
201 et seq. (2009 Repl Vol). | |

5. l'acknowledge that by failing to abide by the conditions set forth in this Consent
Order, and, foiib.wing' proper proc':adﬁres | may be subject to disciplinary action, which
may mclude reprimand suspensuon of revocation of my license to. practice dentistry in

m”"

the State of Maryland

17



8. l sugn this Consent Order without reservation as my voluntary act and deed. |

acknow!edge that ! fully understand and comprehend the language, meaning, and terms

of this. Consent Order. : ' ‘ : ”
0410751050 Q;\J\ N e~ A
Date : . . Donald Parker, D.D.S. )
ez —
Reviewand approved by:

Catherine A. Hanrahan, Esq.

NOTARY

STATE OF MARYLAN

CITYICOUNTY OF WL’U/@ P

| HEREBY CERTIFY that on this _&Zf day of PrD/ZI 4 2010

before me a Notary Public of the foregomg State of Maryland and the City/County
aforesaid, personaiiy appeared Donald Parker, D.D.S."License Number 4871, and
= ﬂ?

made oath in due form of law that signing the foregomg Consent.Or_der was his

voluntary act and deed, and the statements made herein are true and correct. |

AS WITNESSETH my hand and notanal/sf
ﬂ/ﬂM/ 9/

_ N@{arir/Pubho
My Commission Expires: / ﬂ /7 7 / Q-(// 7
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